	Pharmacy Name and/or Logo
	[INSERT Pharmacy Name and/or Logo]

	Pharmacy Address
	[INSERT Pharmacy Address]

	Pharmacy Phone/Fax Number
	[INSERT Pharmacy Phone/Fax Number]



Patient Assessment – Frequency of Dispense Required
	Patient Information

	Name:
	
	
	

	Address:
	
	Phone:
	

	AB Health Care Card #:
	
	
	

	Date of Birth:
	
	Gender:
	 M  /  F


	Medication
(Name, Strength, Dosage Form)
	Requested By
	Dispensing Frequency
	Eligibility Criteria

(Check One)

	
	· Patient

· Healthcare Provider:  __________________
	· Daily

· Weekly (7 day)

· 2 Weeks (14 day)

· Other: __ __Day Supply
	· Physical/Sensory Impairment

· Mental/Cognitive Impairment

· Medication Safety

· Facility Living

	
	· Patient

· Healthcare Provider:  __________________
	· Daily

· Weekly (7 day)

· 2 Weeks (14 day)

· Other: __ __Day Supply
	· Physical/Sensory Impairment

· Mental/Cognitive Impairment

· Medication Safety

· Facility Living

	
	· Patient

· Healthcare Provider:  __________________
	· Daily

· Weekly (7 day)

· 2 Weeks (14 day)

· Other: __ __Day Supply
	· Physical/Sensory Impairment

· Mental/Cognitive Impairment

· Medication Safety

· Facility Living

	
	· Patient

· Healthcare Provider:  __________________
	· Daily

· Weekly (7 day)

· 2 Weeks (14 day)

· Other: __ __Day Supply
	· Physical/Sensory Impairment

· Mental/Cognitive Impairment

· Medication Safety

· Facility Living

	
	· Patient

· Healthcare Provider:  __________________
	· Daily

· Weekly (7 day)

· 2 Weeks (14 day)

· Other: __ __Day Supply
	· Physical/Sensory Impairment

· Mental/Cognitive Impairment

· Medication Safety

· Facility Living

	
	· Patient

· Healthcare Provider:  __________________
	· Daily

· Weekly (7 day)

· 2 Weeks (14 day)

· Other: __ __Day Supply
	· Physical/Sensory Impairment

· Mental/Cognitive Impairment

· Medication Safety

· Facility Living


	Describe the Rationale for Dispensing Frequency and Expected Duration
(Explain why the selected dispensing frequency (daily, weekly, 2 week, other) is required for this patient to address the eligibility criteria selected for each drug above)

	· Physical/Sensory Impairment
	· Mental/Cognitive Impairment

	· Medication Safety
	· Facility Living


Assessment completed by:
	
	
	

	Name of Clinical Pharmacist
	Practice Permit Registration Number

	
	

	Pharmacist Signature
	Date Complete:  Day/Month/Year


	SS Codes
(For each prescription claim – an SS code from EACH column must be submitted as part of the documentation to support the claim)

	First SS Code (Choose one)
	Second SS Code (Choose one)

	Daily:        SSC = 8 (numeric)

2-27 Day:  SSC = O (alpha)
	Physical/Sensory:  SSC  = W
Mental/Cognitive:  SSC = X
Medication Safety: SSC = Y
Facility Living:      SSC  =  5




